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and Hybrid Aortic Repairs
In the adult section of Operative Techniques for this issue,
2 noted aortic surgeons offer descriptions of novel
approaches to complex aortic pathology. Roselli et al
describe the frozen elephant trunk procedure, which has
been applied for multifocal degenerative thoracic aneur-
ysms, chronic dissection with aneurysm, and acute
extensive ascending dissections. This single-stage operation
involves sternotomy for conventional proximal aortic
replacement combined with antegrade deployment of a
stent graft through the transected arch. This is accom-
plished during circulatory arrest with near-continuous
selective antegrade brain perfusion. Importantly, the stent
graft is sutured into the arch on its proximal end, and ﬁxed
or “frozen” in the descending aortic on its distal end. These
authors beautifully detail and illustrate this procedure. The
frozen elephant trunk has, as a signiﬁcant advantage,
eliminated the need for patients to undergo early second
stage operations, thereby reducing mortality between stages
for complex aneurysms. It also affords the opportunity for
favorable aortic remodeling following aortic dissection, to
increase the rate of false channel thrombosis and decrease
the rate of late aneurysm formation. Hughes et al describe
in elegant detail, the somewhat controversial endovascular
repair of chronic type B aortic dissections with aneurysmal
degeneration. Of the patients with uncomplicated type B
dissection, 20%-40% will eventually require surgical
intervention due to complications. The most common of
these is aneurysmal degeneration of the false lumen due to
persistent false lumen ﬂow and failure of thrombosis.
Thoracic endovascular aortic repair is attractive as a less
invasive treatment option for chronic type B dissection,
given the reduced procedural morbidity compared with
open surgery. There are signiﬁcant differences in the
application of thoracic endovascular aortic repair to this
particular pathology given that complete aneurysm seal is
often not achieved. The goal of therapy is to reduce or
eliminate antegrade ﬂow within the false channel by
covering the primary tear. This, in turn, will result in false
lumen thrombosis and eventually aortic remodeling with
aneurysm shrinkage. This is a controversial technique
because of the challenges of deployment of stent grafts in
this setting. Nonetheless, Hughes et al make a compelling
case for this therapy in the complicated chronic type B
dissection.matter r 2013 Elsevier Inc. All rights reserved.
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Superior Cavopulmonary
Connection
One of the most important advances in management of
children with functional single ventricle undergoing the
Fontan-Kreutzer procedure was the introduction of interim
staging with a superior cavopulmonary connection. Creation
of a superior cavopulmonary connection before completion
of the Fontan-Kreutzer procedure removes the volume load
from the single ventricle and allows remodeling before the
Fontan procedure. Interim staging signiﬁcantly reduces
morbidity and mortality at the time of the Fontan-Kreutzer
procedure. There are 2 commonly used techniques for
creation of a superior cavopulmonary connection; the
bidirectional Glenn shunt and the hemi-Fontan. In this
issue of Operative Techniques, Dr Thomas Spray from The
Children’s Hospital of Philadelphia and Dr Jennifer Hirsch-
Romano and colleagues from the University of Michigan
describe their methods for the hemi-Fontan procedure. The
hemi-Fontan is particularly useful when a lateral tunnel
Fontan procedure is planned. Drs Spray and Hirsch-Romano
describe the indications for surgery, the technical details of
the procedure, and the differences in the techniques used at
The Children’s Hospital of Philadelphia and The University
of Michigan. These articles will allow the reader to fully
understand the surgical techniques for the hemi-Fontan
procedure.Techniques for Esophagectomy
This edition focuses on 2 operative approaches for
performing an esophagectomy. While there is an increas-
ing interest in performing an esophagectomy via a
minimally invasive approach, it is important to understand
the various “open” thoracic surgical options as well. Dr
Tom Rice from the Cleveland Clinic provides a superb
description of the left thoracoabdominal approach with a
cervical esophagogastric anastomosis. This approach, most
commonly used for Siewert type II and occasionally type
III tumors, is the left-sided companion approach to the
right-sided transthoracic 3-hole McKeown approach.
Important technical points of the operation are nicely
illustrated and highlighted by the author. Dr Rishindra
Reddy from the University of Michigan provides an85
Fred A. Crawford, Jr.86excellent description of the important technical aspects of
a transhiatal esophagectomy. This procedure has strong
advocacy amongst many thoracic surgeons, but its out-
comes depend on the successful execution of many of the
important technical points outlined by Dr Reddy. Each
procedure has its own unique set of potential complica-
tions and both authors comment on these.It has been a great privilege to serve two terms as Editor of
Operative Techniques in Thoracic and Cardiovascular Surgery.
This issue is my last issue as Editor but I know the journalwill continue to thrive under the leadership of the new
Editor, William Gaynor, MD. I would like to thank the
current Associate Editors, R. Morton “Chip” Bolman, J.
William Gaynor, and David R. Jones, and also the many
contributors to the journal during my term. In addition, I am
indebted to Nicole Baritot (Associate Managing Editor) and
Ryan Walther (Director of AATS Publications). The success
of the journal is clearly a result of their hard work and
dedication.
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